Abstract This study identifies the risk and protective factors associated with informal caregiving by older (C70 years) Mexican Americans and profiles caregiving arrangements. Overall, a greater number of informal caregivers (n = 92) were married and female. They also had higher physical functioning and better cognition than noncaregivers (n = 1,888) but fewer visited a physician regularly. Informal caregivers also showed an increased risk of depressive symptoms. A third of caregivers spent more than 20 h/day caregiving and the majority (84%) of care recipients were family members. In order to support the efforts of this disproportionately burdened caregiver group, increased social support and healthcare services are needed.
Introduction
Informal caregivers form the basis of the long-term care system in the US at an estimated yearly economic value of $450 billion (Feinberg et al. 2011) . Caregivers are especially prevalent in Hispanic households. According to a national survey of caregiving, over one-third of Hispanic households reported at least one family caregiver and almost 20% of the nation's 44 million caregivers are of Hispanic origin. The majority of Hispanic caregivers are female (74%) with an average age of 43 years (Evercare and National Alliance for Caregiving (NAC), 2008) . In the coming decades, the burgeoning and aging Hispanic population will place serious demands on informal caregivers, particularly given the rise of disabling chronic diseases among Mexican Americans (Angel and Whitfield 2007) . Furthermore, traditional family networks may be diminishing as more Mexican American women enter the workforce and geographic distance increases between adult children and their aging parents (Phillips and Crist 2008; Ruiz 2007) . These trends may further entrench caregivers in their roles without the relief of additional family help, thus necessitating a deeper reliance on older family members who play caregiving roles and a recognition of the circumstances in which they find themselves.
Caregiving at an older age is particularly challenging because, compared with younger adults, older caregivers are more likely to have their own health problems (Crimmins 2004; Manton 2008) and be sole unpaid caregivers without the support of other unpaid caregivers (National Alliance for Caregiving 2009). Older adults' social support networks often shrink as a result of retirement, death of loved ones, and disabling conditions that limit their social interaction (McPherson et al. 2006; Ajrouch et al. 2005) . Furthermore, older caregivers are more reluctant to seek outside help or mobilize family members to coordinate care activities (Hayden and Heller 1997) .
The task of coordinating care and navigating health services may be especially challenging for older Mexican Americans because of the predominance of lower literacy rates and higher poverty rates compared to other ethnic groups, language barriers, and a lack of familiarity with the US healthcare system and in-home and community services (Crist 2002) . Thus, older Mexican American caregivers may be especially vulnerable to the effects of caregiving because they perform their tasks in the face of socioeconomic, structural, and linguistic barriers (Crist 2002; Crist et al. 2009a; Herrera et al. 2008; Mendez-Luck et al. 2009 ). The process of acculturation, or adjusting to life in the US, would be expected to mitigate the effects of caregiving because caregivers are likely more capable of overcoming linguistic and socioeconomic barriers. However, studies show that the effects of acculturation on the experience of caregiving are complex. While some studies indicate acculturation has little or no effect on the burden of caregiving (Coon et al. 2004; Crist et al. 2009; Mier 2007) , others indicate more acculturated older Mexican American caregivers report higher levels of depressive symptoms (Hahn et al. 2011 ). This negative effect of acculturation is thought to be related to the breakdown of the family unit and a reduction in the obligation to provide care for ill family members that is associated with Mexican American culture (Hahn et al. 2011) . In contrast to the hypothesis that acculturation results in a greater caregiving burden, other research shows that acculturation significantly decreases the incidence of frailty in older Mexican Americans (Masel et al. 2010 ), a fact that may allow older adult caregivers to function more effectively in their roles, despite the challenges.
It is unclear how increased demand for informal caregiving will affect the emotional and physical health of older Mexican Americans. The added emotional and physical health burden of informal caregiving may pose additional health risks to already high-risk and chronically ill older Mexican Americans. Informal caregiving is often accompanied by high levels of perceived burden and greater overall morbidity (Crist et al. 2009; Dyck et al. 1999) . Compared with non-caregivers, caregivers of any age tend to experience more depressive symptoms, poorer physical health, increased mortality, lower immune function, and more cognitive decline (Gallagher-Thompson et al. 2006; Pinquart and Sörensen 2007; Schulz and Beach 1999; Vitaliano et al 2009) . They also spend more time on caregiving-related tasks. For instance, compared with non-Hispanic caregivers, Hispanic caregivers spend more hours per week caring for frail elderly (37 vs. 31 h) and tend to be in more demanding caregiving situations (63 vs. 51%); they also provide more assistance with Activities of Daily Living (help with 2.6 vs.1.9 ADLs) (Evercare and National Alliance on Caregiving 2008). For this reason, it is not surprising that Mexican American caregivers experience greater caregiver burden and are in worse physical and mental health, when compared to their non-Hispanic white caregiver counterparts (Aranda et al. 2003 ). Yet, most research on Hispanic caregivers has not focused exclusively on the additional challenges faced by older adult caregivers.
Research into the relationship between caregiving and caregiver's physical and mental health has often been guided by various stress and coping theories (Brannen and Petite 2008; Lazarus and Folkman 1984; Pearlin et al. 1996) . For example, the sociocultural stress and coping model proposed by Aranda and Knight (1997) and recently updated by Knight and Sayegh (2010) , incorporates culture as a mediator between caregiving and health and purports that cultural values influence the availability and use of coping strategies by caregivers to manage their situations. Two such coping strategies are religion and social support, which are often cited as being central components of Hispanic culture (Chappell and Dujela 2009; Herrera et al. 2009; Pearce 2005; Shirai et al. 2009 ). Religiosity has been shown to provide some resiliency against poor physical and mental health outcomes (Levin and Chatters 1998; Matthews et al. 1998; Powell et al. 2003) , and used as a coping mechanism by caregivers (Chang et al. 1998; Pearce 2005) . Religiosity seems especially important for Hispanic caregivers, given their higher church attendance and more frequent prayer practices, compared to their non-Hispanic White counterparts (Mausbach et al. 2003) . Additionally, a recent study of Mexican American family caregivers found that caregivers with religion as a central and organizing principle of their lives had lower levels of perceived burden; however, those who viewed caregiving as a punishment reported higher levels of depressive symptomology (Herrera et al. 2008 ). Thus, religiosity may serve as a coping strategy while simultaneously influencing caregivers' perceptions about social support from family and faith communities.
Although few studies have examined the availability of social support for older Mexican American caregivers, other research has found support from family, friends, and support groups to be associated with reduced loneliness in older caregivers of persons with Parkinson's disease (McRae et al. 2009 ) and lower reported stress and burden among caregivers to persons with traumatic brain injury (Ergh et al. 2002) , stroke survivors (Grant et al. 2006) , and family members with Alzheimer's disease (Roth et al. 2005) . Social support has also been linked to decreased caregiver depression in Mexican-origin adults (MaloneBeach and Zarit 1995) . Despite these reported findings, a systematic review of the caregiving literature found no positive association between social support and caregiver well-being in 61% of the studies reviewed (Smerglia et al. 2007) .
As the numbers of older Mexican American caregivers increase, it is critical that we identify the sociodemographic and health characteristics of these caregivers, as well as whether known protective resources (e.g. emotional and family support, religiosity) for caregivers remain intact and relevant for all Mexican Americans as they age. The principal aims of this cross-sectional study were to: (1) describe differences in the characteristics of older adult Mexican American family caregivers and non-caregivers in terms of sociodemographics, physical and mental health status, and protective resources (emotional support, family support and religiosity); (2) describe informal caregiving arrangements; and (3) identify significant characteristics associated with caregiving status in older Mexican Americans. Based on the prior research detailed above, the hypotheses of this study are that: (1) the majority of older Mexican American caregivers will be female, care for a family member, be less acculturated, and have greater protective resources such as emotional support and religiosity than non-caregivers; and (2) older Mexican American informal caregivers will have poorer physical and mental health than non-caregivers.
Methods

Parent Study
The Hispanic Established Population for the Epidemiologic Study of the Elderly (H-EPESE) is a longitudinal representative study of Mexican Americans, aged 65 years and older, living in Arizona, California, Colorado, New Mexico, and Texas . The overarching goal of the H-EPESE is to estimate the prevalence of, and changes in, physical and mental health conditions among older Mexican Americans, and compare the changes over time with other ethnic groups (Markides 1999 ). This ongoing 16-year landmark study has been a primary source of epidemiological data on the health of older Mexican Americans.
The original cohort of 3,050 were first interviewed in 1993-1994 (Wave 1), and re-interviewed in subsequent waves: 1995-1996 (Wave 2), 1997-1998 (Wave 3), 2000 -2001 (Wave 4), 2004 -2005 (Wave 5), and 2006 -2008 ). An additional 902 new subjects, aged 75 and older, were recruited during Wave 6. Participants were interviewed face-to-face in their homes in their language of preference: Spanish or English. In the case of individuals unable to complete the entire interview themselves because of infirmity or cognitive incapacity, information was obtained from a knowledgeable proxy, such as a primary caregiver or close relative (e.g., spouse or adult child). Interviews took an average of 1 h and 45 min to complete and included self-reported items covering a range of sociodemographic, cultural, and health-related measures (Black et al. 1998) . Since its inception, the H-EPESE survey instrument has undergone changes in response to the population's shifting health profile and public health priorities. A unique change during Wave 3 (1998) (1999) was the addition of a series of items pertaining to the role of study participants as caregivers.
Present Study and Sample
For this study, we restricted our analyses to Wave 3 (1998 Wave 3 ( -1999 , which included 1,980 participants (age C70 years) and a subsample of 92 informal caregivers. As mentioned above, it was in Wave 3 that participants were first asked detailed questions regarding their role as informal caregivers and the nature and scope of these activities. Participants in Wave 3 were considered informal caregivers if they responded affirmatively to the question, ''Do you now provide care for a relative or other person who is disabled or has memory problems?'' Care recipients included older adults such as a spouse, parent, or sibling, as well as sons/daughters, grandchildren, nieces/nephews, and unrelated persons. Of the 1,980 participants, questions regarding caregiving practices had a high response rate (92%). Proxies were not prompted regarding caregiving status or practices, and thus excluded from this portion of the study. Typically, the majority (74%) of Mexican American caregivers are females in their mid-40 s (Evercare and National Alliance on Caregiving 2008). The present representative study sample of older Mexican Americans allows us to focus on describing a lesser studied group of caregivers, that of older caregivers (age C70 years). In this study, we examined caregiving broadly by including respondents who furnish informal (unpaid) care to disabled persons of various ages including relatives and non-relatives. The University of Texas Medical Branch's institutional review board granted study approval.
Measures
Caregiver Background Characteristics
Demographics Demographics assessed included the caregiver's age (continuous), sex, marital status (married or living with a partner vs. other), and educational attainment (number of years of schooling). Annual household income was measured as an ordinal variable, from 1 to 8, with 1 = $0-4,999 and 8 = $50,000 or higher.
Caregiver Mental and Physical Health
Depressive Symptomatology Depressive symptoms were measured with the Center for Epidemiologic Studies Depression Scale (CES-D), designed specifically to measure depressive symptoms in survey research (Radloff 1977) . The 20-item CES-D scale is not considered a diagnostic or clinical tool (Radloff 1977; Zarit and Zarit 2007) but has been validated as a measure of psychological distress in studies among older adults (Mirowsky and Ross 2003) , including Spanish-speaking populations (Angel and Guarnaccia 1989) . The Spanish-translated version used in this study was originally developed for the Hispanic Health and Nutrition Examination Survey (Moscicki et al. 1989) , and produced a moderately high internal consistency reliability coefficient of 0.88. A score of 16 or higher on the CES-D scale indicates a heightened probability of clinical depression (Zarit and Zarit 2007) . CES-D was entered into our logistic regression analysis as a continuous variable using summary scores. Dichotomized scores (\16 = low level of depressive symptoms; C16 = probable depression) are shown for the subsample of 92 informal caregivers for ease of interpretation.
Cognitive Impairment Cognitive impairment was measured with the Mini Mental State Exam (MMSE), a brief standardized method that evaluates cognitive status (Nguyen et al. 2003) . The MMSE assesses memory and cognitive abilities, including orientation, attention, immediate and short-term recall, and the ability to follow simple verbal and written commands. A score of 17 or lower indicates definite cognitive impairment (Folstein et al. 1975) . In the general population of older (C65 years) adults scores of 17 or lower would be coded as severe cognitive impairment; 18-23 as mild to moderate cognitive impairment; and 24-30 as normal. However, we used a validated modified scale and cut-off points appropriate for elderly Hispanics to reduce racial and language biases (Mulgrew et al. 1999) . Cognitive ability was assessed in four categories: 0 = 29-30 (high/normal), 1 = 25-28 (normal), 2 = 22-24 (normal/low), 3 = 0-21 (cognitively impaired). For ease of interpretation, in the subsample of 92 informal caregivers the four categories were collapsed into the dichotomous variables: 1 (cognitively impaired, 0-21) and 0 (low/normal/high, 22-30).
Functional Physical Health Functional physical health was assessed using self-reported information from the activities of daily living (ADLs) and instrumental activities of daily living (IADLs) scales, developed by Katz et al. (1970) and Lawton and Brody (1969) . The Katz Index of Activities of Daily Living is a 6-item scale that assessed caregivers' independence in bathing, dressing, toileting, transferring, continence, and feeding. The Lawton Instrumental ADL is an 8-item scale used to assess more complex skills necessary for living independently in the community (e.g., ability to use telephone, shopping, food preparation, housekeeping, laundry, transportation, responsibility for taking medications, and financial management). ADL total scores ranged from 0 (completely independent) to 23 (completely dependent) while the IADL summary scores ranged from 0 (high function, independent) to 7 (low function, dependent).
Health Service Use Participants reported the number of visits to a doctor, excluding hospital stays, in the past 12 months. This was recoded as ''no visits'' (0) and ''at least one visit'' (1).
Cultural Values
Acculturation The level of acculturation in caregivers in this study was measured as a summary score using 9 of 16 items on the Hazuda scale, a standardized, well-validated assessment of language proficiency and use (Hazuda et al. 1988 ). During Wave 1, H-EPESE subjects were asked 16 language-based acculturation questions that: (a) assessed participants' ability to speak, read, and understand spoken English, scored on a 4-point scale from ''very well'' (1) to ''not at all'' (4); and (b) measured patterns of language use among family members, friends, neighbors, or co-workers, and of the use of print, visual, and audio materials, scored on a 5-point scale from ''only English'' (1) to ''only Spanish'' (5). Following a factor analysis, seven items were omitted from our analysis because of a large number of missing values (33-61%) and failure to properly load onto any given factor. Excluded items were those that asked about language use with co-workers, spouse/partners, and parents, because many in the sample were retired, widowed, or their parents had passed away. Scores from the nine final items were summed (range: 9-44), with higher scores indicating higher levels of acculturation. The internal consistency reliability coefficient of this scale was 0.93.
Social Support and Coping Strategies
Emotional Support Emotional support was measured with two items: ''In times of trouble, can you count on at least some of your family or friends'' and ''Can you talk about your deepest problems with at least some of your family or friends?'' Responses for each item were scored from ''most of the time'' (1) to ''hardly ever'' (3), with higher scores indicating lower emotional support.
Family Support Family support was defined as the availability of possible instrumental support from family with two items: the number of participants' living adult children (continuous) and the number of children they reported seeing at least once a month (continuous).
Religiosity Caregivers' level of religiosity was measured by beliefs and behaviors associated with the belief in a higher power, irrespective of a particular doctrine. Religiosity was measured using two items. The first asked ''To what extent is your religion involved in understanding or dealing with stressful situations in any way?'' this was assessed on a 4-point categorical response scale, ranging from ''not involved all'' (1) to ''very involved'' (4). The second question asked ''Using your own definition of a religious person, how religious are you?'' to which respondents answered on a 4-point scale, from ''not at all religious'' (1) to ''very religious'' (4). The two items were summed (range: 2-8) with higher scores indicating greater levels of religiosity. This measure has demonstrated validity in prior studies employing this dataset (e.g. ReyesOrtiz et al. 2009 ).
Caregiving
Care Recipients' Health Needs Care recipients' physical health was defined by their need for assistance with activities of daily living (ADL) as reported by the caregiver using the Katz ADL scale as described above. Care recipients requiring help with C1 ADL were scored 1; and those requiring no help were scored 0. Caregivers were also asked to indicate the reasons they provided assistance to the care recipient. This was then scored as 1 if they cared for someone with ''Alzheimer's disease or memory problems''; and scored as 0 if they did not.
Caregiving Arrangements Caregivers were asked about their relationship to the care recipient, whether they lived with the recipient or not, how long they had been caregiving, and the hours of daily care they undertook. Caregivers who lived with the care recipient were scored 0; and scored 1 if they did not live with the care recipient; all the other measures are described as frequencies.
Analysis
The Statistical Package for Social Sciences (SPSS v.17) was used for all analyses. Descriptive statistics and proportions were computed for all dependent variables and covariates using Student's t tests for continuous data and Chi-squared tests for categorical data to present comparisons between informal caregivers and non-caregivers. Following the comparison between informal caregivers and non-caregivers in the full sample of 1,980, we then examined only the subset of 92 informal caregivers to describe caregiving profile traits, including the hours of care provided and the care recipients' health needs. Binary logistic regressions were then used to identify the significant characteristics associated with informal caregiving. The multivariate binary logistic regression analyses were performed on the full sample of 1,980 with the binary outcome variable being caregiver status, which was defined as informal caregiver versus non-caregiver. The independent variables were selected based on our review of the literature and bivariate analysis, and entered simultaneously into the equation to identify associations between caregiving status and measures such as depressive symptom level and cognitive impairment, adjusted for physical functioning, sociodemographic and emotional resources. Odds ratios with 95% confidence intervals were calculated. Diagnostics for multi-collinearity were examined at each step and deemed appropriate. Typically, the smaller group in this type of analysis should be no less than 10-20% of the total sample. Because our sample of informal caregivers (n = 92) accounts for only 5% of the full sample of older Mexican Americans (n = 1,980), we further scrutinized contingency tables to assess the accuracy of their classification as informal caregiver or non-caregiver. Using a cut-point of 0.25, the estimated prevalence of caregiving among older adults, we found the overall rate of correct classification to be excellent at 93.5% [100(6 ? 638)/689], with a sensitivity of 33% (6/18) and specificity of 95.1% (638/671). Table 1 describes various mean characteristics of the two groups of older (aged C70) Mexican Americans included in this study-informal caregivers and non-caregivers. Compared with non-caregivers, a greater percentage of caregivers were female (71.7 vs. 58.9%, p \ 0.05) and married (68.5 vs. 48.5%, p \ 0.001). There was no significant difference in age (76.57 ± 0.05 vs. 77.10 ± 0.14), years of schooling, income, or acculturation between the two groups. In terms of psychological health, informal caregivers had a significantly higher mean cognitive function score compared with noncaregivers (24.20 ± 0.51 vs. 21.62 ± 0.16, p \ 0.001). Informal caregivers also had higher levels of physical functioning as they were significantly more independent for ADLs (0.07 ± 0.04) than non-caregivers (0.70 ± 0.04) (p \ 0.001). This difference was also found for IADLs, with informal caregivers being more independent (1.26 ± 0.23) than their non-caregiver counterparts (2.26 ± 0.08) (p \ 0.01). Levels of family support did not differ significantly between caregivers and non-caregivers. In addition, a smaller percentage of informal caregivers (0.80 ± 0.04) than non-caregivers (0.90 ± 0.01) had visited a medical doctor in the past year (p \ 0.01). Figure 1 illustrates various aspects of the profile of informal caregivers within the H-EPESE sample population (n = 92) including the caregiver's relationship to the care recipient, caregiving arrangements, the caregivers' mental health, the length of time caregivers had been in their role, the hours spent caregiving per day, and the care recipients' health needs. The largest group of caregivers cared for a spouse (43.5%), nearly a third cared for a child (30.4%), and the remaining caregivers providing care to a grandchild, parent, sibling, other relative, or non-relative. The majority of these caregivers lived with the care recipient (80.4%). In terms of the mental health of the caregivers, 14.1% reported a CES-D score of 16 or greater indicating a level of depressive symptoms indicative of probable depression. Over 27% scored 21 or lower on the MMSE indicating they were cognitively impaired. At least one third (38.0%) of caregivers had been in their caregiving role for more than 10 years. Only 14.1% had been providing care for less than 1 year, 32.6% had been providing care for one to 5 years, and 8.7% had been caring for someone for between 6 and 10 years. In terms of the amount of care provided each day, 37.0% of the caregivers provided between 1 and 9 h of care, 17.4% provided 10-19 h of care per day, and a surprising 31.5% reported caregiving for 20 or more hours per day. Approximately two-thirds (62%) of the care recipients required help with one or more ADL, and 17% had a physical disability stemming from chronic disease, general frailty, or extended illness. In addition, 16.3% of care recipients had Alzheimer's disease or memory problems, 10% were bedridden, and 31% had unspecified conditions.
Results
After controlling for confounding variables, such as age, sex, and physical functioning (see Table 1 ), we found that informal caregivers were significantly more likely to report , when compared to their non-caregiver counterparts. This is in contrast to the comparison of the overall mean data for the two groups (see Table 1 ). The Hosmer-Lemeshow test for this model yielded v 2 (8, 1980) = 6.51, which was insignificant (p = 0.59), indicating a well-fit model. The complete model explained 6% (Cox and Snell R 2 ) to 17.1% (Nagelkerke R 2 ) of the variance, with 94.3% accuracy in the correct classification of cases.
As shown in Table 2 , the binary logistic regressions also indicated that caregivers were more than four times more likely to be female (OR = 4.12, 95% CI [1.74, 9.78], p \ 0.01) and nearly three times more likely to be married (OR = 2.97, 95% CI [1. 39, 6 .46], p \ 0.01). In addition, although a comparison of the mean age of informal caregivers and non-caregivers showed no difference, the binary logistic regression indicated that informal caregivers were significantly more likely to be older than their non-caregiver counterparts (OR = 1.09, 95% CI [1.01, 1.17], p \ 0.05).
Discussion
The Characteristics of Older Mexican American Informal Caregivers
Among the older Mexican Americans (C70 years) in this study, a direct comparison of the mean characteristics of informal caregivers and non-caregivers indicated that the typical caregiver was female, married, and had a higher level of physical and cognitive function, as measured by caregivers' ability to complete ADL/IADL and by their mean MMSE score. The finding that a high percentage of caregivers were female and married is similar to previous studies of the general population of informal caregivers (Evercare and National Alliance for Caregiving (NAC), 2008). In contrast, the lack of a significant difference in mean CES-D score and a significantly greater level of physical and cognitive function do not agree with previous studies into the physical and mental health effects of caregiving in the general population (Pinquart and Sörensen 2007; Schulz and Beach 1999; Vitaliano et al. 2009 ), in Hispanic populations (Aranda et al. 2003 ; Gallagher- Thompson et al. 2006) , and in older Mexican Americans (Hahn et al. 2011; Hernandez and Bigatti 2010) , which indicate that caregiving is associated with a decline in physical and mental health. Although we expected older Mexican Americans assuming a caregiving role to have higher levels of religiosity and cultural values (e.g., stronger or larger support networks), significant differences for these variables were not observed based on caregiving status in our study. However, our findings are supported by Crist et al. (2009b) who found familism and acculturation to be associated with caregiving but not in the predicted direction: familism was higher, rather than lower, for the more highly acculturated caregivers. One interpretation of such a finding is that perhaps Mexican American caregivers do not lose their sense of dedication to the family as they become more acculturated. In fact, they may actually become more cognizant of their role in supporting the family and elder as they spend more time negotiating their role in an Anglodominated culture. Thus, our finding suggests that religion and physical and emotional support from family hold similar importance in terms of cultural values and coping strategies for both caregiving and non-caregiving older Mexican Americans.
The Risks Associated with Informal Caregiving in Older Mexican Americans A direct comparison between caregivers and non-caregivers seemed to indicate that older caregivers were not suffering from any adverse effects of caregiving. However, in the binary logistic regression analysis, after controlling for confounding variables such as sex, age, and physical and mental health functioning, we found that informal caregivers were more at risk of depressive symptoms and cognitive impairment, when compared to non-caregivers, which agrees with previous studies in populations of younger caregivers (Aranda et al. 2003; GallagherThompson et al. 2006; Pinquart and Sörensen 2007; Schulz and Beach 1999; Vitaliano et al. 2009 ) and also with more recent studies in older Mexican American caregivers (Hahn et al. 2011; Hernandez and Bigatti 2010) . In addition, the analysis indicated that caregivers were more likely to be older than non-caregivers.
This apparent inconsistency in the results may be due to the highly diverse nature of the older Mexican American caregivers and their roles. For example, 37% of caregivers spent less than 9 h a day caregiving but 32% spent more than 20 h a day caregiving. Equally, nearly half of the caregivers had been in their role less than 5 years while 38% had been caregiving for more than 10 years. These dichotomies and their effects are likely to be lost in the descriptive comparison of mean population data but the potential risks of caregiving in older Mexican Americans becomes more clear with more in depth analysis. It may be for example, that all of the caregivers who spent more than 20 h a day caregiving had been doing it for more than 10 years and exhibited high levels of mental health problems. This association would then be identified by the regression analysis but not by the descriptive comparison if the remaining caregivers were healthier than the general population of non-caregivers. Although causality cannot be inferred using these cross-sectional data, it could be suggested that Mexican American older adults who are healthier either (1) enter the caregiving role and later experience negative health outcomes or (2) enter the caregiving role later in life after already experiencing compromised health. Regardless of the direction of these relationships, these findings highlight a potential gap between what less healthy caregivers may require to adequately fulfill their caregiver role and the actual amount of Further, when viewing these findings in the context of the support and coping strategies available to older caregivers, our results suggest that caregivers either lack sufficient protective resources to offset poor mental health (i.e., as measured by cognitive impairment levels and depressive symptoms) or employ coping strategies that are ineffective to moderate the relationship between caregiving and health. Related findings from another study indicated that Mexican American caregivers did not have greater levels of social support, when compared to Anglo family caregivers (Phillips and Crist 2008) . Taken together, this indicates that Mexican American caregivers may not have a sufficient pool of support to draw from and that the portrayal of the Mexican American family in the literature needs to be revisited. This issue needs to be explored further to develop a comprehensive profile of the older Mexican American family caregiver and to examine how the level of support available affects their mental and physical health. This is particularly crucial in the context of our finding that caregivers were significantly less likely than non-caregivers to have seen their primary care provider in the past year, which also places them at greater risk for illness and disability over time (Beesley et al. 2010; Cao et al. 2010; Ortiz et al. 2009 ).
Further Studies
Having described the profile of older Mexican American caregivers and identified some of the potentially detrimental health outcomes associated with caregiving at an older age the next step required is to examine the underlying relationships between caregiving and mental health in this population. For example, it is most plausible that compared with younger caregivers, older Mexican Americans caregivers' physical functioning accounts for a large proportion of perceived and real burden on emotional and cognitive health. It is also possible that older Mexican American caregivers' level of commitment to family is not defined by their relationship with the care recipients or their type of disease; rather, caregivers' overall commitment to the caregiver role is more important than the recipient's relationship or their disease status. A qualitative study on 41 female Mexican caregivers (Mendez-Luck et al. 2009) found that caregivers felt a moral duty to care for their relatives, which was reinforced by cultural expectations to fulfill their social roles as women. The study also found that caregivers assumed the caregiver role to prevent care recipients from experiencing initial health declines or further deficits in their physical and mental health, and that caregiving actually provided positive benefits for caregivers. Findings from Poulin et al. (2010) also support that providing care to valued loved ones may actually promote caregiver wellbeing.
Our inability to detect differences in the level of emotional and family support accessed by caregivers and noncaregivers may stem from limitations in our measurement of social support, which were not based on a validated psychometric instrument. The measure relied strictly on the frequency at which study participants could talk to and count on family or friends in difficult times, and the number of adult children and frequency of interaction with them. Future studies should compare more varied forms of social support to ascertain which types of social support are most helpful. Studies must also account for differences between formal and instrumental support accessed by the care recipient that may also provide extensive social support to the caregiver and help with providing care (e.g., home or community-based long-term care, skilled tangential support received by the caregiver through support groups or case management). In addition, studies should consider controlling for external competing stressors, such as the occurrence of major life events (e.g. marriage/ divorce, death of a family member, relocating). The next step from this study would be to determine if a more rich and diverse support network, including coping and leisure activities, as well as formal support for the care recipient, influences the health and wellbeing of caregivers.
There are a few noteworthy limitations to this study. The cross-sectional analyses of the data limited our ability to assess the influence of changes over time in the care recipients' disability and functional status on the caregivers' depressive symptomatology and cognition. Similarly, because of the small sample size and heterogeneous nature of the caregiver population, it was difficult to examine the effects of caregiving and the characteristics of caregiving on the mental and physical health of the caregivers. For example, we were unable to examine the relative contributions of caring for elderly adults versus disabled nonelderly adults and children on caregivers' health. Caregiving for young children or adults with mental retardation may have markedly different health outcomes for adult caregivers compared to caregiving for older adults. For instance, according to Lefley (1987) , the mental health system's inability to offer appropriate training in problemsolving and support to family caregivers of mentally disabled adults may result in undue stress for older adult caregivers. Also, according to Blacher (2001) , caregiving for a young adult recipient may have critical implications when accounting for the caregiver's well-being because the developmental period between the ages of 18 and 26 marks an important transitional time to be considered when evaluating overall family well-being. As Mexican American caregivers age, it will be equally important to consider the added physical, emotional, and economic impact of caring for younger disabled children.
It should also be noted that approximately 5% of our sample self-described as an informal caregiver, which is much lower than estimates in the general population of Latino households, which average 20%. However, given the representative and large sample, the 5% rate of caregiving among those age 75 years and older likely comes close to an accurate prevalence rate. A final limitation is the fact that the data related to the care recipient was reported only by the caregiver and was not independently confirmed thereby relying on the accuracy of the caregiver's responses. Given the nature of the H-EPESE dataset obtaining data from care recipients was not possible but in future studies it might be useful to collect paired data from caregivers and their care recipients.
Conclusion
In conclusion, the results of this study indicate that, in common with the general Mexican American population, the majority of older Mexican American caregivers are female. They are also more likely to be married and, in general, to have better cognitive and physical functioning than non-caregivers. However, this positive overall profile hides a more complex picture where caregiving in older Mexican Americans is associated with an increased risk of depressive symptoms and cognitive decline which may be influenced by factors associated with the caregiver's role. Unfortunately the small sample size for caregivers (n = 92) limited the amount of detailed analysis that we could perform but given the dearth of literature on older Mexican American caregivers, our study is an important step in filling the gap in the literature in this area. Older Mexican Americans are being relied upon to provide care for family members at a time when their own health may be declining, exposing them to risk of adverse health effects, and highlighting the need for a greater understanding of the support that they require. Our descriptive study provides a foundation for future work to elucidate the extent to which older Mexican Americans' are charged with the responsibility of care of others, how they are selected into this role, and whether this poses a greater emotional and cognitive health burden.
